The cooperative movement has a long history and is quite a widespread business style these days. As the cooperative movement develops, many different cooperatives have been established such as consumer cooperatives, agricultural cooperatives, and housing cooperatives. Health cooperatives have also been established to provide equity in and improve access to health services. In spite of having a deep-rooted history, health cooperatives are uncommon in Turkey. Only one health cooperative is found in Turkey, and the health cooperative movement should be supported here. Therefore, this study aims to develop a valid and reliable scale for measuring perceptions about health cooperatives. Accordingly, the researchers have constructed a 21-item scale. After conducting factor analysis, the scale was reduced to 15 statements.
The International Labor Organization (ILO) defines cooperatives as "democratically governed autonomous communities that are jointly owned and managed to meet the economic, social, and cultural needs and objectives for which people come together voluntarily. Cooperatives are based on the values of solidarity, self-responsibility, equality, and honesty" (ILO, 2002) . Members decide on a cooperative's theme, activities, and aims, and a cooperative is formed to meet the needs and objectives of their members (Koopmans, 2006) . Cooperatives differ from corporations in many aspects. Firstly, cooperatives may make profits just like corporations and other kinds of companies, but this profit is distributed to shareholders as a return (also called surplus) according to the rate of their transactions within the cooperative, not in proportion to their capital. The management structure of cooperatives also differs from other kinds of companies. Each member of the cooperative can participate in management and cast a vote, while management in companies and corporations is centralized and distributed according to one's share of the capital. Many more differences are found between cooperatives and corporations, but the two mentioned above are the most important (Geray, 2014) . The cooperative movement dates back centuries and is widely recognized. Although the modern cooperative movement is considered to date back to the Rochdale Society of Equitable Pioneers in 1844, quite a few organizations resemble cooperatives. People have known the importance of collaboration and tend to work together to achieve common objectives. Therefore, the method of doing business as a cooperative has become widespread. Customer, agricultural, worker, housing, and other kinds of cooperatives have come into force side by side (Birchall, 1997) . In 1995 at the 31st Congress of the International Cooperatives Association in the United Kingdom, the cooperative principles accepted up to that day were reaffirmed and seven cooperative principles were adopted that are still valid (Hanson, 2004) . Accordingly, these principles (Autry & Hall, 2009; Mendoza & Castillo, 2006) In unit cooperatives, each individual has one vote, and the cooperative is governed by a democratic approach in the upper organization. The third principle indicates that members have to pay for their share in the partnership. Cooperatives are a business model established by people who come together for common purposes and unaffiliated with any other institution. This gives autonomy and independence to cooperatives. A cooperative provides education and training opportunities to its members, representatives, employees, and managers in order to increase the cooperative's efficiency and development. Cooperatives cooperate with other coops and must strive to achieve collective benefits and sustainable development in accordance with their adopted policies.
Health cooperatives were introduced to the field of health in Denmark in 1904. After a little while, cooperatives were used in the struggle against malaria in India. In 1921, a cooperative was established in Yugoslavia to provide general health services. The first cooperative hospital was in operation in 1929. Health cooperatives developed rapidly during the 20th century, being established by health care workers to provide health insurance and services and by consumers to obtain health services, especially in rural areas. Established health-care cooperatives went on to become major organizations in 1996 by establishing the International Health Cooperative Organization (Shaffer, 1999) .
Today, health cooperatives represent a large fraction of the healthcare sector around the world. For example, health cooperatives in Brazil have a relatively large share in the health care system. There are 848 health cooperatives in the country. When examining these cooperatives operating in Brazil, Unimed draws attention. Unimed consists of 354 cooperatives and 110,000 physicians (Girard, 2014) .
The health cooperative movement is in its infancy in Turkey, with only one health cooperative founded in 2013 by specialist practitioners. Therefore, this movement requires much greater effort and should be understood well. Accordingly, this study's importance is in developing a scale that is useful for measuring perceptions about health cooperatives.
Purpose
Although the health cooperative movement expands day by day, no measurement tool is currently found in the literature for measuring perceptions about health cooperatives. Therefore, this study aims to develop a valid and reliable scale that measures these perceptions. 
Method

Data Collection Tool
The researchers composed the scale, which was used and tested, based on expert opinions and previous studies. As such, the first scale consisting of 21 statements was created as a four-point Likert-type scale ranging from "1 = Strongly Disagree" to "4 = Strongly Agree." After conducting validity, reliability, and factor analyses, the number of the scale's statements was reduced to 15.
Universe and Sampling
The universe of the study consists of all primary healthcare staff currently working in Edirne province and the districts of Edirne City in Turkey. At the time of the study, Edirne has 204 health workers. A stratified sampling method of 50% was used for the sample. Accordingly, a total of 104 health personnel (family practitioners and nurses) have been included in the study.
Data Collection
The study was conducted voluntarily. After being informed in person, scales were distributed to the participants. Those who volunteered to participate were included, and those who refused to participate were excluded. The scale contains no personal statements or questions. After collection, the scales were transferred into SPSS Statistics 13.0. All analyses have been conducted using this program.
Results
The program, SPSS Statistics 13.0, was used to determine the scale's factor structure. Descriptive statistics were first calculated. According to these descriptive statistics, 75% of participants are female and 25% are men; 50% are family practitioners and the other 50% are nurses. Participants' mean age is 38.82 (SD = 8.34). Participants' mean work experience is 17.34 years. After determining the participants' descriptive statistics, validity, reliability, and factor analyses were conducted in the study. To measure the adequacy of the sample, the Keiser-Meyer-Olkin measure of sampling adequacy was calculated and found to be 0.773. This value indicates that the sample is adequate for performing factor analysis. Therefore, explanatory factor analysis (EFA) was performed. According to this analysis, six statements with factor weights under 0.40 were excluded (Statements 3, 8, 10, 11, 13, and 17) . After the first factor analysis, the scale remained with 15 statements under one factor, and EFA was performed again. The Keiser-Meyer-Olkin measure of sampling adequacy was found to be 0.841 for the second factor analysis. According to the second EFA, one factor explains 46.04% of the total variance. The scree plot is shown in Figure 1 . Each statement's factor weight is shown in Table 1 . Reliability analysis was conducted using these statements that remained. The split-half method was used to measure the scale's reliability. Reliability statistics are shown in Table 2 . According to the split-half method's results, Cronbach's alpha for the first part is 0.859 and 0.816 for the second part. This indicates the scale has high reliability. A positive and strong correlation exists between the two forms. The Spearman-Brown coefficient is considered good when it approaches 1. As one can see in Table 3 , the Spearman-Brown coefficient is high at 0.888, and the Guttman split-half coefficient is high at 0.883.
Conclusion
The health cooperative movement also has a long history. These cooperatives recognize the importance of an advanced upper organization and comprise the International Health Cooperative Organization. However, health cooperatives are an uncommon business style in the Turkish health system. Only one health cooperative exists in Turkey. Related to this, the Turkish Ministry of Customs and Trade has declared that health cooperatives will become important very soon. Therefore, this study aims to develop a scale that can measure health workers' perceptions about health cooperatives. According to the validity and reliability analyses, the developed 15-item scale is a valid and reliable measurement tool for determining perceptions about health cooperatives.
